A postal survey was conducted of all hospitals in Australia known to have a department of anaesthesia and an intensive care or high dependency unit.
During the last seven years we have planned and initiated a multi-centre randomized controlled trial of the effect of epidural block on outcome in high risk patients undergoing elective major abdominal and vascular surgery. The National Health and Medical Research Council (NHMRC) have awarded a large grant to our group to complete this investigation, which we have called the Multicentre Australian Study of Epidural Anaesthesia, or MASTER Anaesthesia Trial. Anecdotally we have observed over the last three years that some hospitals have been reluctant to join this trial because of strongly held, but often diametrically opposing, views of clinicians on the merits of epidural block during and after surgery.
Such firmly held positions are difficult to reconcile with the uncertainty and controversy surrounding the issue that is apparent in the literature. The NHMRC agreed with the widely held view that the question as to whether regional block does influence outcome of surgery is important, from both a clinical and an economic perspective, and one that needs to be resolved. Accordingly, we felt it would be useful to survey, systematically, current practice in Australia with respect to use of epidural and spinal block during and after major abdominal surgery in order to obtain a detailed picture of present practice. This paper presents the results of our survey.
METHODS
The survey included all hospitals in Australia identified in the 1993 edition of the Medical Directory of Australia 1 as having both a department of anaesthesia and an intensive care or high dependency unit. Each hospital was sent a single two-sided form to complete ( Figure 1 ) plus a reply-paid envelope and was asked to report the anaesthetic and postoperative analgesic techniques used for the last ten cases of four common and major surgical procedures-aorto-femoral bypass (AFB), resection of an abdominal aortic aneurysm (AAA), hemicolectomy (HC) and anterior resection of the rectum (AR). For each operation, the hospital was asked to identify whether epidural, spinal or general anaesthesia, or some combination of these, was employed intra-operatively and whether epidural opioids or local anaesthetics were used for management of pain postoperatively.
The covering letter accompanying each questionnaire was addressed to the head of the Department of Anaesthesia. Hospitals that had not returned a survey form within four weeks were sent one reply-paid reminder letter plus a new copy of the data form and of the original covering letter.
For each procedure, we measured the proportion of hospitals in which intra-operative epidural block was used in every one of the last ten cases recorded, in none of them, or in some cases. An equivalent analysis was undertaken for fractions of cases that received epidural local anaesthetics or opioids postoperatively. Intra-operative spinal block was considered as a separate category.
RESULTS
Of 76 hospitals sent a survey form, 38 (50%) completed and returned it, and five hospitals reported that they did not perform any of the four procedures of interest. Information on anaesthetic and postoperative analgesic techniques was obtained for AFB from 26 hospitals, for AAA from 32, for HC from 38 and for AR from 37 hospitals. Depending on the procedure, between 11% (HC) and 22% (AR) of hospitals were unable to provide data for ten patients but information was available for at least 200 patients undergoing each operation. Table 1 shows that the hospitals that replied were significantly larger (mean 427 beds versus 317, t = 2.02, df = 72, P<0.05) but there were no systematic differences between responding and non-responding hospitals in terms of university affiliation or geographic location (metropolitan versus rural). Intraoperatively, spinal block was used in only 18 (1.5%) out of a total of 1,192 operations. There is substantial variation between hospitals in use of epidural block. For each of the procedures studied, the proportion of cases in which epidural block was used intraoperatively or postoperatively varied from 0% to 100% (Table 2) . For a given procedure up to 29% of the hospitals that responded to our survey never use epidural block, while as many as 16% of hospitals reported using intraoperative or postoperative epidural block in every patient. Depending on the procedure, between 65% and 85% of hospitals used epidural block sometimes, with between 10% and 90% of patients in these hospitals being managed with this technique.
Inspection of the data from individual institutions revealed that in one of Australia's largest cities there was one teaching hospital in which all patients undergoing a given procedure received an epidural block while in another hospital affiliated with the same university and medical school no patient undergoing that procedure had an epidural block. Similarly, in certain hospitals all patients undergoing one of the four procedures studied had an epidural while nearly none of the patients having another of the procedures of interest did so.
DISCUSSION
It is clear that there is very wide variation in the use of epidural block, intra-and postoperatively, in Australia. This variation was evident for all four of the operations surveyed-AFB, AAA, HC and AR; between 5% and 16% of hospitals report that all patients are given an intraoperative or a postoperative epidural block, while another 6% to 29% of institutions indicate that none of their patients is managed in this way. Epidural techniques are used for some patients in all but 15% of the hospitals responding to our survey but the proportion of cases involved varies from 10% to 90%.
While only 50% of the apparently eligible hospitals responded to our survey and they were larger on average than those that did not provide data, participating hospitals appeared to form a representative subset in terms of university affiliation and metropolitan versus rural location. The data collected reveal obvious differences in anaesthetic practice from one institution to another and even from one operating list to another in the same hospital. Had the outstanding forms been returned, they might have helped to identify an "average" pattern of practice more precisely, but there was little scope for them to have revealed greater variation than was already apparent.
Our results are in general agreement with those from a recent report on the attitudes and practices of New Zealand anaesthetists with respect to epidural and subarachnoid anaesthesia 2 . In that survey, anaesthetists were asked to estimate the numbers of cases managed annually for seven categories of surgery and to estimate the proportion of patients within each category who had undergone epidural or subarachnoid anaesthesia (ESA). As the authors themselves acknowledge, estimates derived from individual memory are notoriously unreliable. Nevertheless, the results from New Zealand are consistent with those of our survey.
Over 99% of the respondents in New Zealand reported using ESA for some patients, but marked variation in practice and considerable collective uncertainty about the role and value of ESA were evident 2 . The pattern of results suggested a lack of consensus regarding use of ESA in patients undergoing thoracotomy, repair of an AAA, femoro-popliteal bypass, sigmoid colectomy or hemicolectomy or those with congestive cardiac failure or recent acute myocardial infarction. The authors concluded that further research is needed in these areas and that the collective uncertainty that they demonstrated should provide a strong impetus and ethical justification for randomized controlled trials (RCTs) to provide answers to important questions.
Ethical issues have been perceived as a major impediment to recruitment to RCTs for many years. Most guidelines for clinical research recommend that clinical trials are only ethical if the foreseeable risks are justified in terms of the anticipated benefits to the patient and the community 3 . Because ethical dilemmas may still arise if the benefit does not outweigh the risk to an individual, voluntary consent of patients to participate in trials is essential. However, the RCT provides the most valid and reliable means of evaluating the efficacy and, importantly, the safety of treatments 4 . The variation in the use of intraoperative and postoperative epidural block in major surgery in Australia mirrors the uncertainty manifest in the survey from New Zealand and the lack of agreement about the proper place for epidural techniques that is evident in the literature. As resolving this uncertainty is of importance to both individual patients and the wider public, we believe that anaesthetists and surgeons share an ethical responsibility to try to answer the question. This requires that practitioners enter suitable patients in an appropriately designed and executed RCT. Until such a trial is completed some patients may have less than best anaesthetic management.
